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RE: Milestone Decisions Inc #3 Lexington, provider #13G044
Dear Mr. McAleer:

This is to advise you of the findings of the Medicaid/Licensure survey of Milestone Decisions Inc
#3 Lexington, which was conducted on November 6, 2009.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. Answer the deficiency statement, specifically indicating how the problem will be, or has
been, corrected. Do not address the specific examples. Your plan must describe how
you will ensure correction for all individuals potentially impacted by the deficient
practice.

2. Identify the person or discipline responsible for monitoring the changes in the system to
ensure compliance is achieved and maintained. This is to include how the monitoring
will be done and at what frequency the person or discipline will do the monitoring.

3. Identify the date each deficiency has been, or will be, corrected.

4. Sign and date the form(s) in the space provided at the bottom of the first page.
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5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of
being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions which require construction, competitive bidding, or
other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
November 25, 2009, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in Informational Letter #2007-02. Informational Letter
#2007-02 can also be found on the Internet at:

http://www.healthandwelfare.idaho.gov/site/3633/default.aspx

This request must be received by November 25, 2009. If a request for informal dispute
resolution is received after November 25, 2009, the request will not be granted. An incomplete
informal dispute resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

/%/ﬁ/

NICOLE WISEN
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
MH/mlw -

Enclosures
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The following deficiency was cited during the
annual recertification survey.

The survey was conducted by:
Matt Hauser, QMRP, Team Leader
Jim Troutfetter, QMIRP

Common abbreviations/symbols used in this
report are:

IPP - Individual Pragram Plan

QMRP - Qualified Mental Retardation
Professional

W 1201 483.410(d)(3) SERVICES PROVIDED WITH W 120

OUTSIDE SOURCES 5 € tx
L

The facility must assure that outside services )‘ c
meet the needs of each client.

This STANDARD is not met as evidenced by: @ ’Q
Based on observation, recard review, and staff
interviews it was determined the facility failed to \O\\{\
ensure outside services met the needs and were

sufficiently coordinated and monitored for 1 of 1

individuals (Individual #1) who attended outside L/
day treatment programs. This resulted in outside \r

services not being sufficiently coordinated. The
findings include:

1. Individual #1's 3/4/09 IPP stated he was of
schoo! age and his diagnoses included severe
mental retardation.

a. An observation was conducted at Individual
#1's school an 11/4/09 from 9:45 - 10:55 a.m.
During that time, Individual #1's teacher was
interviewed. When asked, the teacher stated the
schoal had not been provided with any

%B@ORWR S ﬂ ROVIS%?PPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
5%(/]!\ Usapihn | 300

Any defsmency statement endlng WIth an gster;sk ("} denotes a deficiency which the institution may be excused from correcting providing it is determlned that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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information regarding medication Individuat #1
received. The teacher stated she had received
no training programs or behavior programs from
the facility for Individual #1. The teacher did state
she had the QMRP's contact information, and had
met briefly with the QMRP. When asked how she
intervened if Individual #1 attempted to eat
non-food items she stated Individual #1 had
attempted to eat non-food items (a small glass
heart) and the school implemented their own
interventions and had not been provided with any
interventions from the facility. When asked how
information about Individual #1's eating or
attempting to eat non-food items would get to the
facility, the teacher stated it would not because
the school had no way of sharing information with
the facility.

During the 11/4/09 observation from 10:04 - 10:20
a.m., Individual #1 was observed performing
shredding with an aid employed by the school.
The aid provided Individual #1 with gestural and
physical prompts throughout the shredding task
and was observed periodically providing Individual
#1 with edible reinforcers.

After the shredding task was complete the aid
was interviewed at 10:38 a.m. When asked if
Individual #1 ate non-food items, the aid stated
that he would eat anything if he can get it to his
mouth. The aid stated that Individual #1 had
ingested the "pull tab from a zipper the other day."
The aid added that due to his oversight, the
ingestion of the pull tab from the zipper had not
been reported to anyone. When asked if the
facility had provided training on how to intervene
when Individual #1 attempted to ingest non-food
items, the aid stated they had not.

i
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The teacher was asked for any and all written
information she had regarding Individual #1 on
11/4/09 at 10:45 a.m. The teacher produced a
folder with Individual #1's Individual Education
Plan (IED). The folder contained no information
from the facility and no information about
Individual #1 ingesting or mouthing non-focd
items or the use of edibie reinforcements. When
asked if edible reinforcers were to used the
teacher stated she did not use edible reinforcers
with Individual #1 but was aware the aid did.

When asked, the QMRP stated during an
interview on 11/5/09 from 3:30 - 4:00 p.m.,
Individual #1 had ingested non-food items on two
occasions. The QMRP stated he did not have a
copy of Individual #1's |IEP from school and had
not been invited to the schools IEP planning
meeting. When asked about the use of edible
reinforcements, the QMRP stated that he was
aware the school had made use of them but
added using edible reinforcements in the facility
was extremely rare. The QMRP stated the school
did not have Individual #1's PP or any written
training programs used by the facility. When
asked if there were any specific protocols related
to Individual #1 ingesting or attempting to ingest
non-food items, the QMRP stated there were not.

Without information related to Individual #1's
training objectives, behavioral issues, or a way to
communicate information regarding his status at
the school, the facility would be unable to
adequately ensure that consistent coordination
with the school occurred for Individual #1.
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The following deficiency was cited during the
annual licensing survey. .
The survey was conducted by:
Matt Hauser, QMRP, Team Leader
Jim Troutfetter, QMRP
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Plan of Correction
Milestone Decisions Inc. #3 Lexington
Provider # 13G004

The facility will assure the outside services meet the needs of all individuals
receiving outside services at this home. The group home administrator will
facilitate the flow of information between the facility and the outside service for
all written and verbal communication to include; face to face meeting, phone calls,
e-mails communication log, all pertinent facility paperwork, all pertinent
paperwork from the outside services,

Milestone Decisions Administrator will monitor by receiving report from Group
Home Administrator at the beginning of each semester or twice annually.

Deficiency and plan of corrected were completed on 11-17-09
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